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MEDICARE SECONDARY CLAIM DEVELOPMENT (SCE)

NAME MEDICARE HEALTH INSURANCE CLAIM NUMBER

John Q. Public St SISt

PART I - INFORMATION ABOUT YOU

1) Do you have any group health plan coverage based upon your current or former employment?
YES [ ] NO [] (fNO,goto PART II)

Please print the name of the employer and information about the employer group health plan in the spaces
below:
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TYPE OF INSURANCE: HOSPITAL AND MEDICAL[X]  HOSPITALONLY[ |  MEDICALONLY[_]

PART II - MORE INFORMATION ABOUT YOU
1) Are you receiving Black Lung Benefits?

YES |:| NO If YES, Date Benefits Began: |MIMI"“| Dl Dl_IYI‘I’lleI

2) Are you receiving workers’ compensation benefits?

YES NO If YES, Date of Il mury: | 1= 1 -1 1 11
|:| X3 , Date of Illness or Injury L L S

3) Are you receiving treatment for an injury or illness which another party could be held liable or is covered
under automobile no-fault insurance?

YES [X] NO [] If YES, Date of Illness or Injury: I(]H |—|_O_|_(d—| HC“G]I?_'
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NAME OF INSURANCE CARRIER:
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